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eter, Second point is Bio vascular scaffold in calciﬁed lesion and in
acute myocardial infarction needs more data, Third point is despite of
maximum antiplatelets, GPIIbIIIa inhibitors repeated thrombus oc-
clusion needs further study, Fourth point is we need more data on
Clopidogrel resistance because this patient was used clopidogrel after
primary PCI, Fifth point is cause for 100% occluded aorta and difﬁcult
access of IABP support and how to manage in these kind of highly
complicated situations as happened in this patient is questionable.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Mr. R
Relevant clinical history and physical exam. A 60 years old gentleman
referred from other hospital for Acute Inferior MCI of 7 hours dura-
tion. He was also presenting with acute upper GI bleeding, with gross
melena. He has history of chronic peptic ulcer for 4 years.
Relevant test results prior to catheterization. Hb 8,4 from 13,2 (at other
hospital)
ECG showed ST elevation at inferior leadsRelevant catheterization ﬁndings. RCA subtotal occlusion
LAD mid stenosis 80%
LCx mid thrombus (þ) with TIMI 2
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Procedural step. Primary PCI to RCA. Femoral access. Loading Clopi-
dogrel only, 300 mg. Pantoprazole 40 mg IV. No intraprocedural Hep-
arin/LMWH. Guiding JR 3.5 6F Intermediate & Fielder XTwire. Brief PCI
to RCA failed, wire could not cross lesion (CTO?). Proceed PCI to LCx.
Guiding XB 3.5 6F, 2 Intermediate wire to LCx and OM3. Thrombo-
suction with Zeek 3x, predilation with balloon Pantera 2,0-15. Implan-
ted 2 BMS to LCx Coroﬂex Blue 2,5-25 at distal and Integrity 3,0-26 at
proximal overlapping. TIMI ﬂow 3. Procedure stopped. Patient com-
plained recurrent angina. ECG showed ST elevation at anterior leads.
Primary PCI to LAD. This time we give Enoxaparine 0,6 mg IV, NTG 20-
50 ug/min IV. Guiding XB 3.5 6F, Intermediate wire. Thrombosuction
could not pass mid lesion. Predilation with balloon Jive 2,0-15.
Implanted 2 BMS Multilink 2,5-33 at mid LAD and Integrity 3,0-18 at
proximal LAD. Patient discharge on 7th day, patient still hadmelena but
less than previously observed. We gave a total of 5 packs of PRC, Hb
stabilize at 11,2. Therapy at discharge includes Clopidogrel 1x75mg,
Cilostazol 2x50mg, Pantoprazole 2x40 mg.Case Summary. A dillemma exists when managing primary PCI patient
with concomitant profuse GI bleeding.
Close clinical, laboratory monitoring and cooperation with Gastro-
enterologist is important.
Other issues are choice of stents, oral antiplatelet, anticoagulants or
even Gp 2b/3a intra and post procedural.
Aggressive GI bleeding therapy and early endoscopy should also be
considered.
